
 Texas City ISD Nutrition Services Special Diets Request/Cancellation Form 

Assistance available in English and Spanish. Please call 877-TEX-MEAL (877-839-6325) for help. Additional translations services available as well. 
In accordance with federal civil rights law and U.S. Department of Agriculture (USDA) civil rights regulations and policies, this institution is prohibited from discriminating on the basis of race, color, national origin, sex, disability, age, 
or reprisal or retaliation for prior civil rights activity. 
Program information may be made available in languages other than English. Persons with disabilities who require alternative means of communication to obtain program information (e.g., Braille, large print, audiotape, American 
Sign Language), should contact the responsible state or local agency that administers the program or USDA’s TARGET Center at (202) 720-2600 (voice and TTY) or contact USDA through the Federal Relay Service at (800) 877-8339. 
To file a program discrimination complaint, a Complainant should complete a Form AD-3027, USDA Program Discrimination Complaint Form which can be obtained online at: https://www.usda.gov/sites/default/files/documents/
ad-3027.pdf, from any USDA office, by calling (866) 632-9992, or by writing a letter addressed to USDA. The letter must contain the complainant’s name, address, telephone number, and a written description of the alleged 
discriminatory action in sufficient detail to inform the Assistant Secretary for Civil Rights (ASCR) about the nature and date of an alleged civil rights violation. The completed AD-3027 form or letter must be submitted to USDA by::

1. Mail:
U.S. Department of Agriculture
Office of the Assistant Secretary for Civil Rights 1400 Independence Avenue, SW Washington, D.C. 20250-9410; or
2. Fax: (833) 256-1665 or (202) 6907442; or
3. Email: program.intake@usda.gov.

Revised 09.18.2025 

STUDENT’S NAME _______________________________________ Date of Birth_____________  ID #_______________ 

School _________________________________________________ Grade_________________ 

New Request: ψψψ    /ŀƴŎŜƭƭŀǘƛƻƴ ƻŦ ƳƻŘƛŦƛŎŀǘƛƻƴΥ ψψψ 

[ƛǎǘ ǘƘŜ ŎƘƛƭŘΩǎ ǇƘȅǎƛŎŀƭΣ ƳŜƴǘŀƭ ƻǊ ŘƛŜǘŀǊȅ ƛƳǇŀƛǊƳŜƴǘ ǘƘŀǘ ǊŜǎǘǊƛŎǘǎ ǘƘŜ ŎƘƛƭŘΩǎ ŘƛŜǘ ƻǊ ƳŀƧƻǊ ƭƛŦŜ ŀŎǘƛǾƛǘȅ ƻǊ ǊŜŀǎƻƴ ŦƻǊ ǘƘŜ 
ŎŀƴŎŜƭƭŀǘƛƻƴ ǊŜǉǳŜǎǘΣ ƻǊ ǘƘŜ ǊŜŀǎƻƴ ŦƻǊ ǘƘŜ ŎŀƴŎŜƭƭŀǘƛƻƴ ǊŜǉǳŜǎǘ όǎƪƛǇ ǘƻ ǎŜŎǘƛƻƴ ±Σ ǎƛƎƴ ŀƴŘ ǘǳǊƴ ƛǘ ƛƴύΥ  
όw9v¦Lw95ύΥ______________________________________________________________________________________

Please fill out all information in each applicable section and attach a physician's statement to this form.  A substitution for milk is 
REQUIRED.  Please indicate if items such as dairy, eggs, milk CAN or CANNOT be baked into products /or as an ingredient. 

 I. Food Allergy or Intolerance □ Not Applicable
Does the child have an Epi Pen at the Campus? □ YES □ NO

□ Liquid Cow’s Milk Allergy (specify the following):   *Liquid Milk Substitution (REQUIRED): __________________
□ Dairy Allergy (specify the following):  □ No Yogurt   □ No Cheese   □ No Sour Cream □ No Butter

□ No dairy/milk products allowed baked in
□ Egg Allergy (specify the following):   □ No Whole Eggs   □ No Egg Whites   □ No eggs allowed baked in
□ No Wheat   □ No Gluten/Celiac Disease   □ No Peanut   □ No Tree Nut   □ No Fish    □ No Shellfish
□ No Soy Protein/Flour   □ No Soy Oil/Lecithin      □ No Whole Kernel Corn   □ No Corn Flour
□ Other (Please list): ____________________________________________________________________________

Please identify appropriate substitutions for the foods to omit above, if appropriate: ___________________________ 
________________________________________________________________________________________________ 

*Note: The Nutrition Services Dept. will attempt to accommodate the substitution as requested but reserves the
right to modify the menu based on product availability. 

II. Texture Modification: □ Not Applicable
Liquids: Solids:
□ Thin (Regular liquids) □ Mechanical Soft (chopped)
□ Nectar Thick □ Mechanical Soft (ground)
□ Honey Thick □ Pureed (Applesauce texture)
□ Pudding Thick

_________________________________________________________________________________________________ 
III. Therapeutic Diet Order:  □ Not Applicable
Please state therapeutic diet: _________________________________________________________________________

L±Φ I certify that the above-named student needs to be offered food substitutions as described above because of the student’s disability/life threatening food 
allergy or food intolerance/allergy as indicated. Please remember to attach the physician's statement to this form

Prescribing Physician/Medical Authority _______________________________________________________________________________ 

Printed Name of Medical Authority ___________________________________________________DATE___________________ □ MD  □ DO  □ PA  □ NP  □ SLP

Name of Practice ________________________________________________________________   Phone Number _______________________________________

 ±Φ I understand that if my child’s medical or health needs change, it is my responsibility to alert the student nutrition department of the changes.  I also give permission for 
the department personnel responsible for implementing my child’s special diet to discuss my child’s special dietary accommodations with my child’s medical authority.  

______________________________________________________________________ ____________________________________ 
PARENT/GUARDIAN SIGNATURE   DATE 

______________________________________________________________________ ____________________________________ 
EMAIL   CONTACT NUMBER OF PARENT/GUARDIAN 

Nutrition Services Office Use only 
Received by: ___________________________________________________________  Date: ___________________________________ 
        




